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Abstract
Assisted reproductive technologies (ART) represent commonly utilized management strategies for infertility with multifactorial
causes (including genetically predisposed diseases). Amongst ART, in vitro fertilization (IVF) is the most popular. IVF treatment
may predispose the mother to increased risks and complications during pregnancy, and there may be adverse fetal outcomes.
Hormonal therapies, including oral contraceptives, may impair glucose and lipid metabolism, and promote insulin resistance and
inflammation. IVF treatment involves administration of reproductive hormones, similar in composition but in much higher doses
than those used for oral contraception. The provision of IVF reproductive hormones to mice associates with glucose intolerance.
In addition, the physiological and hormonal changes of pregnancy can trigger an inflammatory response, and metabolic and
endocrine changes. There is controversy regarding the potential effects of IVF hormonal therapies in the promotion of diabeto-
genic and inflammatory states, additional to those that occur during pregnancy, and which may therefore predispose women with
IVF-conceived pregnancies to adverse obstetric outcomes compared with women with spontaneously conceived pregnancies.
This review summarizes the limited published evidence regarding the effect of IVF-based fertility therapies on glucose homeo-
stasis, insulin resistance, cardio-metabolic profile, and markers of inflammation.
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Abbreviation
ART Assisted reproductive technologies
IVF In vitro fertilization
GDM Gestational diabetes mellitus
LBP Lipopolysaccharide-binding protein
Introduction
Infertility is a global health concern and affects 20% of couples
of reproductive age. The use of assisted reproductive technolo-
gies (ART), including primarily in vitro fertilization (IVF), is
becoming more prevalent. Oral contraceptive hormones com-
monly associate with gastrointestinal side effects from changes
in gut microflora, in addition to possible adverse effects on
glucose and lipid metabolism, which in turn may promote in-
sulin resistance and inflammation. The concentration of repro-
ductive hormones is much higher when used for IVF than oral
contraception. However, confirmation of the safety of IVF
(both maternal and fetal) remains tenuous. Previous studies
have focusedmainly on risk of obstetric complications and fetal
outcomes in IVF-conceived pregnancies, with relatively few
studies investigating the possible effects of IVF hormones on
maternal metabolic, endocrine and inflammatory status, and the
relationship to the known diabetogenic and atherogenic effects
of pregnancy. Regarding the inflammatory response, the intes-
tinal microbiota is of particular interest, given its central role in
the modulation of immune-regulation (including during preg-
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reliable predictive factors for possible metabolic, endocrine,
and inflammatory sequelae of IVF therapies. Such factors could
help prevent, or at least identify, at an early stage potential
maternal and/or fetal complications, such as onset of gestational
diabetes. In this brief review, we outline existing literature re-
garding the potential adverse maternal and fetal outcomes of
exogenously administered reproductive hormones (oral contra-
ception and IVF) on glucose and insulin homeostasis, metabol-
ic profile, and inflammatory status.
Infertility
Infertility is defined as the “inability to conceive after
12 months of unprotected intercourse, and 6 months for wom-
en 35 years of age and older” [1]. Globally, 15–20% of cou-
ples are infertile, and this corresponds to 35% female infertil-
ity, 30%male infertility, and 20% combination of the two, and
the remaining 15% of cases corresponds to idiopathic or un-
explained infertility [2, 3].
Many factors are associated with infertility in women.
Mechanical impairment of the reproductive system accounts
for about 35% of female infertility and includes damaged or
blocked fallopian tubes, fibroids, and endometriosis. Age has a
significant impact on female fertility, affecting both quality and
quantity of eggs: reproductive age peaks in the 20s and early
30s and starts to decline after the age of 35 years [1]. Ovulation
and hormonal-related disturbances are common causes of fe-
male infertility. Polycystic ovary syndrome (PCOS) is the most
common endocrine disorder in women of reproductive age and
is associated with obesity, hyperinsulinemia, and insulin resis-
tance [4]. Although frequently co-existent with PCOS, there is
evidence to support the notion that overweight and obesity are
independent contributors to female infertility, mediated through
adverse effects on reproductive hormones, manifesting as
anovulation [5]. Thyroid dysfunction is also a common endo-
crine disorder to impair menstrual cyclicity and female fertility
[6]. In men, fertility is adversely affected by advanced age,
smoking, and obesity, similar to women, although age-related
effects are less pronounced, with fertility only declining in men
after the age of 50 years [7].
Obstetric risks and complication of IVF
therapies
Risks of IVF treatment on maternal outcomes
Despite a steady increase in the medical treatment of infertility
with ART, there is still a lack of published evidence on their
safety. Compared with other ART treatments, IVF treatment pre-
disposes to increased maternal risks and complications, since
there is alteration of the normal physiological development of
pregnancy during IVF. Furthermore, use of stimulating agents
can also adversely affect pregnancy outcome, including associa-
tion with ovarian cysts, ovarian enlargement, and ovarian hyper
stimulation syndrome (OHSS) [3]. Ectopic pregnancy is twice as
common, and pregnancy loss after 12 weeks is more prevalent
with IVF-conceived pregnancies [8]. Furthermore,multiple preg-
nancies account for 25% of IVF-conceived pregnancies [9].
However, although twin and triplet pregnancies have a higher
complication rate overall compared with singleton ones (includ-
ing preeclampsia, gestational diabetesmellitus (GDM), thrombo-
embolism, and preterm delivery), complication rates overall are
similar between IVF-conceived and spontaneously conceived
pregnancies [10, 11]. Future studies should focus on obstetric
outcomeswith IVF-conceived pregnancies in larger cohorts, well
matched with spontaneous pregnancies, including those that re-
sult in multiple pregnancies.
One reason for higher rates of maternal adverse outcomes
with IVF may relate to the frequent categorization of women
undergoing IVF as “high risk,” as they usually present with
advanced age, high BMI (> 30 kg/m2), or a pre-existing medi-
cal condition such as PCOS [12]. A higher prevalence of spon-
taneous abortion occurs in IVF-conceived pregnancies in wom-
enwho are also obese and/or have a history of PCOS [13]. IVF-
conceived pregnancy is a “high-risk” intervention with in-
creased risk for maternal and obstetric complications. These
include miscarriage, vaginal bleeding, frequent hospitalization,
GDM, gestational hypertension, and preterm labor [14, 15].
However, there is some controversy in the literature regarding
the actual risk of adverse obstetric and maternal outcomes with
IVF: in a large retrospective study by Kozinszky et al. [10], data
did not show increased rates of obstetric complications with
IVF-conceived pregnancy. Cesarean section is more common
with IVF. Women may consider IVF-conceived pregnancy as
“precious” after many years of infertility and choose cesarean
section to prevent perceived complications from a natural de-
livery, and not necessarily because of medical necessity [16].
Compared with spontaneously conceived pregnancy, women
with IVF-pregnancies are more likely to develop GDM. This
association remains following adjustment for maternal and ges-
tational age, and parity [17]. It is possible that the increased risk
for GDM in IVF-conceived pregnancies may stem from asso-
ciation with prenatal obesity or maternal PCOS (conditions that
are not always specified) [18]. Furthermore, association of IVF
with GDM may develop indirectly from the effects of IVF
therapy on body fat accumulation, or directly from the proce-
dure itself, through incompletely understood mechanisms. IVF
may also associate with increased risk of breast and ovarian
cancer post-IVF, although this association remains poorly de-
scribed and more studies are needed [19].
Risks of IVF treatment on fetal outcomes
Risk of congenital malformation was shown to associate with
IVF, especially with multiple pregnancies. Mixed reports exist
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regarding fetal outcomes of IVF. While some studies suggest
that IVF may predispose to intrauterine growth retardation,
fetal anomalies, birth defect, and perinatal mortality [20, 21],
others show no difference in fetal outcomes between sponta-
neous and IVF-conceived pregnancies [22, 23]. In one study,
it was shown that IVF-conceived children are predisposed to
obesity, insulin resistance, type 2 diabetes mellitus (T2D), and
cardiovascular disease in adulthood [24]. Further prospective
studies are required to clarify adverse effects of IVF on off-
spring, regarding both fetal development and longer term ef-
fects that manifest in adulthood.
Does IVF therapy influence glucose
homeostasis?
During early pregnancy, fasting plasma glucose level is simi-
lar to that of non-pregnant women and usually remains con-
stant throughout pregnancy. However, although the level of
fasting serum insulin is similar to that in non-pregnant women
during the first trimester, fasting serum insulin levels increase
significantly during the second and third trimesters [25].
Insulin action is also 50–70% lower (measured by
hyperinsulinemic-euglycemic glucose clamp technique) dur-
ing the second and third trimesters compared with the first
trimester [26]. Insulin resistance drives increases in serum
insulin during mid-pregnancy, reflected by increases in the
homeostatic model assessment of insulin resistance
(HOMA-IR), and decreases in the quantitative insulin-
sensitivity check index (QUICKI) [25]. The diabetogenic ef-
fect of pregnancy stems from impairment of insulin sensitiv-
ity, and increased beta-cell activity in response to a greater
requirement for insulin. This phenomenon occurs primarily
during the second trimester, or late gestation [27]. Although
insulin resistance plays an important role in the etiology of
numerous adverse outcomes during pregnancy (such as
GDM, preeclampsia, and miscarriage), the mechanisms impli-
cated remain incompletely understood [25].
Under normal physiological conditions, estrogen and pro-
gesterone (gestational or maternal hormones) rise linearly dur-
ing pregnancy and play crucial roles in supporting pregnancy
and normal fetal development. Gestational hormones also
play important roles in insulin homeostasis. While estrogen
enhances insulin release and binding to its receptor, progester-
one actually reduces insulin binding to its receptor and hence
impairs glucose transport. Therefore, the diabetogenic effect
of pregnancy relates to the rise in serum levels of these hor-
mones along with the other placental-related (including
lactogen, human chorionic gonadotrophin (HCG), human pla-
cental lactogen, growth hormone, and cortisol), which results
in reduced insulin sensitivity, hyperinsulinemia, and impair-
ment of “pre-implantation environmental state” [27, 28].
Studies on oral contraceptive therapies (estrogen and proges-
terone combination) report different findings in relation to their
impact on glucose metabolism and insulin homeostasis.
Impairment in insulin sensitivity and glucose tolerance was com-
monly experienced with the use of oral contraceptives and evi-
denced by higher glucose and insulin levels [29, 30].While some
research findings suggest that insulin resistance is induced by
progesterone, others suggest that this is likely estrogen-related,
and that progesterone only affects the half-life of insulin [31, 32].
Given that the dose of gestational hormones administered with
IVF is higher than that used for combined oral hormonal contra-
ception, it is not possible to extrapolate glycemic and metabolic
effects of such therapies to those used for IVF. Interestingly, in
mice models, IVF associates with glucose intolerance [33].
However, human data is severely limited in relation to the effects
of IVF on insulin and glucose homeostasis during early pregnan-
cy. Further studies are required to explore the potential for IVF-
related hormonal therapies to augment the diabetogenic effect of
pregnancy. Such data will likely provide further insight into early
predictors of GDM.
Does IVF therapy increase maternal
cardiovascular and inflammatory risks?
The pregnancy-related inflammatory response is induced by
physiological and hormonal changes, and detectable as early as
embryo implantation [34]. Gestational hormones play an impor-
tant role in the synthesis of inflammatory markers [35]. C-
reactive protein (CRP), one of the commonly measured inflam-
matory markers, appears to increase with use of oral contracep-
tives, mainly in women below 35 years [36]. Based on this
observation, it is hypothesized that IVF-related treatments may
also stimulate an inflammatory response [34]. Increased serum
levels of high-sensitivity CRP (hs-CRP), a more precise CRP
assay of inflammation, has also been reported with increased
age andBMI, factors that both associate with infertility, and often
present in those seeking IVF treatments [37]. Furthermore, obe-
sity associates with inflammation and is itself often an indepen-
dent cardiovascular risk factor in obese women who use oral
contraceptive therapies.
In addition to inflammatory response, pregnancy also induces
changes in lipid and lipoprotein metabolism, usually evident fol-
lowing the first trimester. While some studies report an increase
in all lipid parameters during pregnancy [38, 39], others show
only a significant increase in triglycerides (TG) and very-low-
density lipoprotein (VLDL), and a decrease in low-density lipo-
protein (LDL) [40]. Impairment in the maternal lipid profile may
predispose to pregnancy-induced hypertension, preeclampsia
and GDM, and fetal macrosomia and cardiovascular diseases
[39]. Hypertriglyceridemia results from pregnancy-related in-
creased body fat and lipolytic activity, required to support preg-
nancy and in preparation for breastfeeding [41].
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Studies on the effects of oral contraceptive therapies on
lipid profile report conflicting data with regard to changes in
LDL level, but consistent data regarding increased TG levels
[29, 42]. Elevated estrogen level triggers hepatic synthesis of
lipids, with increased serum levels of TG and total cholesterol
(T-Chol) [38, 43]. Therefore, hypertriglyceridemia is thought
to be estrogen dose-related [28]. The literature is deficient
regarding reported data on the effect of IVF hormonal thera-
pies on lipid profile, and whether the latter augments the ath-
erogenic nature of pregnancy.
Does IVF therapy influence the gut
microbiome?
The relationship between intestinal microbiota and metabolic
health is very topical and of much interest. Changes in the gut
microbiota may influence the development of much twenty-
first century chronic illness, including diabetes mellitus, car-
diovascular disease, and dyslipidemia [44]. The gut microbi-
ota influences chronic inflammatory effects through media-
tion of leakiness of the gut lining [45]. A useful serum marker
for this process is lipopolysaccharide-binding protein (LBP),
an acute-phase protein. LBP binds bacterial compounds, in-
cluding lipopolysaccharides (LPS), an outer membrane com-
ponent of gram-negative bacteria that normally reside within
the gut and form the microbiota. While strongly correlated
with obesity, LBS is also negatively associated with insulin
sensitivity [46, 47]. The presence of LPS (also called endo-
toxins) in the gut is a normal physiological phenomenon, but
can become problematic when it crosses over a leaky gut wall
into the circulation. Gut wall permeability (with leakage of
LPS into the bloodstream) is likely influenced by stress, in-
cluding a high fat/energy-dense diet, or use of hormonal ther-
apies. This can result in “metabolic endotoxemia” [48, 49].
High levels of serum LBP strongly correlate with LPS and
associate with insulin resistance, obesity, and T2D [46].
In pregnancy, gut microbiota experiences a reduction in spe-
cies count and flora diversity from early to late, which may
predispose to gestational inflammation and metabolic impair-
ments. Given that body fat increases and insulin sensitivity
decreases throughout pregnancy, this in turn may impact the
immune system, inducing gut microflora disturbances [50].
Gut flora dysbiosis is associated with pregnancy-related com-
plications, such as insulin resistance, preeclampsia, miscarriage,
intrauterine growth retardation, and preterm delivery.
There is likely a role for oral contraceptives in the develop-
ment of inflammatory bowel disease (Crohn’s disease and ulcer-
ative colitis) [51]. Furthermore, gastrointestinal side effects com-
monly occur with oral contraceptive therapies. Oral estrogen and
progesterone treatment has been shown to affect gut permeabil-
ity, LPS signaling and cytokines-mediated inflammatory diseases
[52, 53]. We speculate that changes in microflora, LBP, and LPS
levels may occur with IVF-related therapies, given the higher
dose of reproductive hormones used compared with oral contra-
ceptives, and the stress of the procedure.Mediation of the inflam-
matory effects of IVF therapies may occur through changes in
the microbiota and serum levels of LBP and LPS. Such effects
may extend throughout the IVF-conceived pregnancy. There are
currently no reported studies on the effects of IVF treatments and
IVF-related pregnancies on lipopolysaccharide markers (such as
LBP and LPS) and gut microbiota. Assessment of gut perme-
ability during pregnancy (through IVF and spontaneous concep-
tion) would form a novel focus for future research.
Does IVF therapy alter thyroid function?
Thyroid dysfunction impairs menstrual cyclicity, female fer-
tility, and pregnancy outcome, and is classified as the second
most common endocrine disorder in women of reproductive
age [6]. Impaired thyroid function predicts poor IVF fertiliza-
tion outcome, emphasizing the importance of treating abnor-
mal thyroid levels at the preconception stage [54].
Estrogen has a significant impact on thyroid-stimulating
hormone (TSH) secretion and thyroid gland activity. During
pregnancy, “estrogen dominance” interferes with thyroid me-
tabolism by stimulating hepatic thyroxine-binding globulin
secretion, thereby reducing levels of free thyroid hormones
[55]. There is also a suppression of serum TSH level through-
out pregnancy, with the lower normal level in the first trimes-
ter [56, 57]. Furthermore, there is an increase in serum beta
human chorionic gonadotrophin hormone during pregnancy
(β-HCG; pregnancy indicator hormone), the effect being par-
ticularly pronounced in twin pregnancies. β-HCG has stimu-
latory effects at the TSH receptor and may drive over-
production of thyroid hormones during pregnancy, and also
contribute to suppression of TSH production [58]. Recurrent
pregnancy loss, preterm birth, and placenta abruption have
been associated with high TSH level [6, 54].
Oral contraceptives and pregnancy alter thyroid function in
similar ways, probably through estrogenic effects. However,
although the mechanisms are similar, pronounced changes in
thyroid hormones occur in pregnancy compared with the use
of oral contraceptive therapies. The difference in magnitude of
thyroid effects between pregnancy and oral contraceptive ther-
apies likely relates to exogenous estrogen therapy having a
dose-dependent effect on increasing serum thyroxine-
binding globulin and total serum thyroxin levels in those with
normal thyroid function [43, 59].
Regarding IVF therapies, in addition to exogenous estro-
gen, gonadotrophin-releasing hormone (GnRH) is also admin-
istered, the latter having been reported to affect levels of thy-
roid hormones (likely through indirect stimulation of gonad-
otrophin release and increased production of estrogen) [60].
There is a lack of data in the current literature on thyroid status
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in IVF-conceived versus spontaneously conceived pregnan-
cies. Given the potential for cumulative effects of estrogen-
related thyroid dysfunction during IVF-conceived pregnan-
cies, this should be a focus for future research.
Conclusion
The increased risk of complications and adverse outcomes of
IVF-conceived pregnancies remain contentious. However, ma-
ternal preconception characteristics are likely to play a role.
This promotes the importance of screening high-risk popula-
tions at preconception, and early management of controllable
factors to prevent possible obstetric complications and predict
IVF success. The impact of pregnancy onmetabolic, endocrine,
and inflammatory parameters is well established. However,
similar data in IVF-conceived pregnancies are lacking.
Identifying early maternal metabolic and inflammatory bio-
markers during IVF therapy and IVF-conceived early pregnan-
cy may act as predictors for future maternal and fetal problems
during the ensuing pregnancy. Such predictive factors could
improve both pregnancy and fetal outcomes of IVF therapies.
Compliance with ethical standards
Conflict of interest The authors declare that they have no conflict of
interest.
Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing, adap-
tation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source, pro-
vide a link to the Creative Commons licence, and indicate if changes were
made. The images or other third party material in this article are included
in the article's Creative Commons licence, unless indicated otherwise in a
credit line to the material. If material is not included in the article's
Creative Commons licence and your intended use is not permitted by
statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/.
References
1. American Society For Reproductive Medicine (ASRM). Infertility:
an overview; a guide for patients. Birmingham, Alabama (US);




2. Agarwal A, Mulgund A, Hamada A, Chyatte MR. A unique view
on male infertility around the globe. Reprod Biol Endocrinol.
2015;13(1):1–9.
3. American Society for Reproductive Medicine (ASRM). Assisted
reproductive technology: a guide for patients. 2015 [cited 2018
Oct 28]. pp 3–32. Available from: https://www.reproductivefacts.
org/globalassets/rf/news-and-publications/bookletsfact-sheets/
english-fact-sheets-and-info-booklets/art-booklet2.pdf
4. Balen AH, Morley LC, Misso M, Franks S, Legro RS, Wijeyaratne
CN, et al. The management of anovulatory infertility in women
with polycystic ovary syndrome: an analysis of the evidence to
support the development of global WHO guidance. Hum Reprod
Update. 2016;22(6):687–708.
5. Rothberg A, LanhamM, Randolph J, Fowler C, Miller N, Smith Y.
Feasibility of a brief, intensive weight loss intervention to improve
reproductive outcomes in obese, subfertile women: a pilot study.
Fertil Steril Ò. 2016;106(5):1212–32.
6. Poppe K, Velkeniers B. Female infertility and the thyroid. Best
Pract Res Clin Endocrinol Metab. 2004;18(2):153–65.
7. Pfeifer S, Butts S, FossumG, Gracia C, La Barbera A,Mersereau J,
et al. Optimizing natural fertility: a committee opinion. Fertil Steril.
2017;107(1):52–8.
8. Källén B, Finnström O, Nygren KG, Otterblad Olausson P,
Wennerholm UB. In vitro fertilisation in Sweden: obstetric charac-
teristics, maternal morbidity and mortality. BJOG Int J Obstet
Gynaecol. 2005;112(11):1529–35.
9. Wright VC, Schieve LA, Reynolds MA, Jeng G. Assisted repro-
ductive technology surveillance—United States, 2002. Morb
Mortal Wkly Rep Surveill Summ. 2005;54(2):1–24.
10. Kozinszky Z, Zádori J, Orvos H, Katona M, Pál A, Kovács L.
Obstetric and neonatal risk of pregnancies after assisted reproduc-
tive technology: a matched control study. Acta Obstet Gynecol
Scand. 2003;82(9):850–6.
11. Long L, Liren HE, Chuan YE, Yuyan LI, Wei HE. Maternal and
neonatal perinatal outcomes in pregnancies after in vitro fertiliza-
tion and natural pregnancy: a systematic: a meta analysis.
Chongqing Med. 2017;46(16):2228–32.
12. Ramsay M, Parameshwaran S. Maternal medical complications in
pregnancy following assisted reproductive technology. Clin Manag
Pregnancies Follow ART. 2017:157–72.
13. Tian L, ShenH, LuQ,NormanRJ,Wang J. Insulin resistance increases
the risk of spontaneous abortion after assisted reproduction technology
treatment. J Clin Endocrinol Metab. 2007;92(4):1430–3.
14. Kathpalia SK, Kapoor K, Sharma A. Complications in pregnancies
after in vitro fertilization and embryo transfer. Med J Armed Forces
India. 2016;72(3):211–4.
15. Zhu L, Zhang Y, Liu Y, Zhang R, Wu Y, Huang Y, et al. Maternal
and live-birth outcomes of pregnancies following assisted reproduc-
tive technology: a retrospective cohort study. Sci Rep.
2016;6(35141):1–11.
16. Ensing S, Abu-Hanna A, Roseboom TJ, Repping S, Van Der Veen
F, Mol BWJ, et al. Risk of poor neonatal outcome at term after
medically assisted reproduction: a propensity score-matched study.
Fertil Steril. 2015;104(2):1–8.
17. Ombelet W, Martens G, Bruckers L. Pregnant after assisted repro-
duction: a risk pregnancy is born! 18-years perinatal outcome re-
sults from a population-based registry in Flanders, Belgium. Facts
Views Vis ObGyn. 2016;8(4):1–19.
18. Dayan N, Fell DB, Guo Y, Wang H, Velez MP, Spitzer K. Laskin CA.
Severe maternal morbidity in women with high BMI in IVF and unas-
sisted singleton pregnancies. Hum Reprod. 2018;33(8):1548–56.
19. Kessous R, Davidson E, Meirovitz M, Sergienko R, Sheiner E. The
risk of femalemalignancies after fertility treatments: a cohort studywith
25-year follow-up. J Cancer Res Clin Oncol. 2016;142(1):287–93.
20. Shevell T, Malone FD, Vidaver J, Porter TF, Luthy DA, Comstock
CH, et al. Assisted reproductive technology and pregnancy out-
come. Obstet Gynecol. 2005;106(5):1039–45.
21. Schieve LA, Cohen B, Nannini A, Ferre C, Reynolds MA, Zhang
Z, et al. A population-based study of maternal and perinatal out-
comes associated with assisted reproductive technology in
Massachusetts. Matern Child Health J. 2007 Nov;11(6):517–25.
J Assist Reprod Genet
22. Ochsenkühn R, Strowitzki T, Gurtner M, Strauss A, Schulze A,
Hepp H, et al. Pregnancy complications, obstetric risks, and neona-
tal outcome in singleton and twin pregnancies after GIFT and IVF.
Arch Gynecol Obstet. 2003;268(4):256–61.
23. Setti P, Moioli M, Smeraldi A, Cesaratto E, Menduni F, Livio S,
et al. Obstetric outcome and incidence of congenital anomalies in
2351 IVF/ICSI babies. J Assist Reprod Genet. 2016;33(6):711–7.
24. Chen M, Norman RJ, Heilbronn LK. Does in vitro fertilisation
increase type 2 diabetes and cardiovascular risk? Curr Diabetes
Rev. 2011;7(6):426–32.
25. Sonagra AD, Biradar SM, Dattatreya K, DS JM. Normal pregnancy-a
state of insulin resistance. J Clin Diagn Res. 2014;8(11):1–3.
26. Butte NF. Carbohydrate and lipid metabolism in pregnancy: normal
compared with gestational diabetes mellitus. Am J Clin Nutr.
2000;71(5):1256S–61S.
27. Di Cianni G, Miccoli R, Volpe L, Lencioni C, Del Prato S.
Intermediate metabolism in normal pregnancy and in gestational
diabetes. Diabetes Metab Res Rev. 2003;19(4):259–70.
28. McLachlan KA, O’Neal D, Jenkins A, Alford FP. Do adiponectin,
TNFα, leptin and CRP relate to insulin resistance in pregnancy?
Studies in women with or without gestational diabetes, during and
after pregnancy. Diabetes Metab Res Rev. 2006;22(23):131–8.
29. Diamanti-Kandarakis E, Baillargeon JP, Iuorno MJ, Jakubowicz
DJ, Nestler JE. A modern medical quandary: polycystic ovary syn-
drome, insulin resistance, and oral contraceptive pills. J Clin
Endocrinol Metab. 2003;88(5):1927–32.
30. Adeniji AA, Essah PA, Nestler JE, Cheang KI. Metabolic effects of
a commonly used combined hormonal oral contraceptive in women
with and without polycystic ovary syndrome. J Women’s Health.
2016;25(6):638–45.
31. Espeland MA, Hogan PE, Fineberg SE, Howard G, Schrott H,
WaclawiwMA. Effect of postmenopausal hormone therapy on glucose
and insulin concentrations. Diabetes Care. 1998;21(10):1589–95.
32. Melhado-Kimura V, Alegre SM, Pavin EJ, Dos Santos PDNS,
Bahamondes L, Fernandes A. High prevalence of insulin resistance
assessed by the glucose clamp technique in hormonal and non-
hormonal contraceptive users. Eur J Contracept Reprod Health
Care. 2015;20(2):110–8.
33. Simbulan RK, Liu X, Feuer SK, Maltepe E, Donjacour A, Rinaudo
P. Adult male mice conceived by in vitro fertilization exhibit in-
creased glucocorticoid receptor expression in fat tissue. J Dev Orig
Health Dis. 2016;7(1):73–82.
34. Robinson S, Pemberton P, Laing I, Nardo LG. Low grade inflamma-
tion, as evidenced by basal high sensitivity CRP, is not correlated to
outcome measures in IVF. J Assist Reprod Genet. 2008;25(8):383–8.
35. Christiansen OB, Nielsen HS, Kolte AM. Inflammation and mis-
carriage. Semin Fetal Neonatal Med. 2006;11(5):302–8.
36. Van Rooijen M, Hansson LO, Frostegård J, Silveira A, Hamsten A,
Bremme K. Treatment with combined oral contraceptives induces a
rise in serum C-reactive protein in the absence of a general inflam-
matory response. J Thromb Haemost. 2006;4(1):77–82.
37. Williams MJA, Williams SM, Milne BJ, Hancox RJ, Poulton R.
Association between C-reactive protein, metabolic cardiovascular
risk factors, obesity and oral contraceptive use in young adults. Int J
Obes. 2004;28(8):998–1003.
38. Sahu S, Abraham REBECCA, Vedavalli R, Daniel MARY. Study of
lipid profile, lipid peroxidation and vitamin E in pregnancy induced
hypertension. Indian J Physiol Pharmacol. 2009;53(4):365–9.
39. Vrijkotte TG, Krukziener N, Hutten BA, Vollebregt KC, Van
Eijsden M, Twickler MB. Maternal lipid profile during early preg-
nancy and pregnancy complications and outcomes: the ABCD
study. J Clin Endocrinol Metab. 2012;97(11):3917–25.
40. De J, Mukhopadhyay A, Saha PK. Study of serum lipid profile in
pregnancy induced hypertension. Indian J Clin Biochem.
2006;21(2):165–8.
41. Lippi G, Albiero A, Montagnana M, Salvagno GL, Scevarolli S,
Franchi M, et al. Lipid and lipoprotein profile in physiological
pregnancy. Clin Lab. 2007;53(3–4):173–8.
42. Kowalska K, Ściskalska M, Bizoń A, Śliwińska-Mossoń M,
Milnerowicz H. Influence of oral contraceptives on lipid profile
and paraoxonase and commonly hepatic enzymes activities. J
Clin Lab Anal. 2018;32(1):1–7.
43. Oubeid WS, Salih HH, Hadry DH, Jasim NA. Effect of using com-
bined oral contraceptive on thyroid hormones and lipid profile in
female. Tikrit J Pharm Sci. 2017;12(2):2017.
44. Boulangé CL, Neves AL, Chilloux J, Nicholson JK, Dumas ME.
Impact of the gut microbiota on inflammation, obesity, and meta-
bolic disease. Genome Med. 2016;8(1):1–12.
45. Utzschneider KM, Kratz M, Damman CJ, Hullarg M. Mechanisms
linking the gut microbiome and glucose metabolism. J Clin
Endocrinol Metab. 2016;101(4):1445–54.
46. Liang H, Hussey SE, Sanchez-Avila A, Tantiwong P, Musi N.
Effect of lipopolysaccharide on inflammation and insulin action
in human muscle. PLoS One. 2013;8(5):1–7.
47. Mokkala K, Pellonperä O, Röytiö H, Pussinen P, Rönnemaa T,
Laitinen K. Increased intestinal permeability, measured by serum
zonulin, is associated with metabolic risk markers in overweight
pregnant women. Metabolism. 2017;69:43–50.
48. De Punder K, Pruimboom L. Stress induces endotoxemia and low-
grade inflammation by increasing barrier permeability. Front
Immunol. 2015;6(223):1–12.
49. Vieira AT, Castelo PM, Ribeiro DA, Ferreira CM. Influence of oral
and gut microbiota in the health of menopausal women. Front
Microbiol. 2017;8(1884):1–7.
50. KorenO,Goodrich JK, Cullender TC, SporA, Laitinen K, Bäckhed
HK, et al. Host remodeling of the gut microbiome and metabolic
changes during pregnancy. Cell. 2012;150(3):470–80.
51. Cornish JA, Tan E, Simillis C, Clark SK, Teare J, Tekkis PP. The
risk of oral contraceptives in the etiology of inflammatory bowel
disease: a meta-analysis magnets for surgery view project optical
biopsy view project. Am J Gastroenterol. 2008;103(9):1–7.
52. Kim JJ, Sears DD. TLR4 and insulin resistance. Gastroenterol Res
Pract. 2010;2010:1–11.
53. Khalili H. Risk of inflammatory bowel disease with oral contracep-
tives andmenopausal hormone therapy: current evidence and future
directions. Drug Saf. 2016;39(3):193–7.
54. Aghahosseini M, Asgharifard H, Aleyasin A, Banihashemi AT.
Effects of thyroid stimulating hormone (TSH) level on clinical
pregnancy rate via in vitro fertilization (IVF) procedure. Med J
Islam Repub Iran. 2014;28(46).
55. Glinoer D. The regulation of thyroid function in pregnancy: path-
ways of endocrine adaptation from physiology to pathology.
Endocr Rev. 1997;18(3):404–33.
56. Santin AP, Furlanetto TW. Role of estrogen in thyroid function and
growth regulation. J Thyroid Res. 2011;2011:1–7.
57. Alexander EK, Pearce EN, Brent GA, Brown RS, Chen H, Dosiou
C, et al. 2017 guidelines of the American Thyroid Association for
the diagnosis and management of thyroid disease during pregnancy
and the postpartum. Thyroid. 2017;27(3):315–89.
58. Lazarus JH. Thyroid function in pregnancy. Br Med Bull.
2010;97(1):137–48.
59. Ryan EA, Ennis L. Role of gestational hormones in the induction of
insulin resistance. J Clin Endocrinol Metab. 1988;67(2):341–7.
60. Gizzo S, Noventa M, Quaranta M, Vitagliano A, Esposito F,
Andrisani A, et al. The potential role of GnRH agonists and antag-
onists in inducing thyroid physiopathological changes during IVF.
Reprod Sci. 2016;23(4):515–23.
Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.
J Assist Reprod Genet
